hoped that as the time went on and acute cases were dealt with at the time they occurred, the radical mastoid operation would gradually fade into the background. The number of radical mastoid operations which he had performed in the period was 701. There was temporary facial paresis after operation in sixteen; serous labyrinthitis in thirteen, i.e., giddiness and spontaneous nystagmus to the sound side, though the patient could hear through the bandages with the noise-box going in the other ear. There was purulent labyrinthitis in ten cases. Seven patients died as a result of the operation, or rather from purulent labyrinthitis and meningitis following the operation. He had thought for a long time that the mortality of the radical mastoid operation was about one per cent.-he was not speaking of cases which came into hospital with brain abscess, sinus thrombosis, or meningitis; if those were included the figure would be brought up to 10 per cent. Of the 701 cases, 422 reported: 178 had a dry and satisfactory cavity, while in 244 the cavity was more or less unsatisfactory, i.e., either moisture was present (patent Eustachian tube) or granulation tissue could be seen. He was sorry to say that he could not get patients to keep their ears clean. If these cases were taken into hospital again for a fortnight and the ears were cleaned and washed out, a great many of them might be transferred from the unsatisfactory to the satisfactory category. Hearing was improved in 223: it was worse than before operation in only 64 cases.
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Mr. GRAHAM BROWN (in reply) said that it rested with the younger school to further advance the field in this direction. Just as in the case of the accessory sinuses, he felt that there was room for more and more conservatism in regard to the mastoid. Much would be done towards this by getting the cases earlier. Indeed, the radical mastoid operation was now seldom necessary, and when it had to be performed it was in cases in which no useful hearing remained. The aim must be to conserve whatever hearing happened to be left to the patient. He thought one should in the future do a minute operation on the tympanic cavity; magnifying lenses were used, and there would probably be other appliances too.
With regard to drainage, though he still used a half-inch gauze ribbon, his method was not to employ it by plugging forcibly and so causing pain. Having practically closed the mastoid wound completely, he inserted an ordinary mastoid strip down to the antral cavity, and that was removed in forty-eight hours. After that, a sufficiently wide tunnel was formed for drainage. Afterwards therewas gentle packing with half-inch ribbon gauze pushed down gently to the bottom of the sinus. Whether a tube or other form of drainage was used, the same applied.
With regard to exposure of the dura mater, it was not of great importance; he had had cases of it in which he had sewn up the wound completely, without fear of intracranial complications. One left the wound open only when one felt that the dura had been injured, in which case the extra time allowed for cicatrization was an added security.
Concerning skin-grafting and muscle flaps, he felt that the gain was not commensurate with the degree of destruction of the meatus. There were cases in which the cavity was dry after a radical operation, without interference with the meatus to any appreciable extentexcept the terminal portion. In re-operating for mastoid trouble, however, when a large cavity was essential and a large meatal flap was necessary, skin-grafting proved very satisfactory.
A New Operation for Closure of a Post-Operative Mastoid Fistula.-
This is a method of closing a post-operative post-auricular 6stula. The diagrams, figs. 2, 3 and 4 (pp. 18, 19) , are left-sided.
The first illustration shows a fistula and a wide curved skin incision about 1i in. behind its edge and extending above and below away from the auricle, ensuring a good blood supply to the flap. This incision is made through the periosteum down to the bone.
The elevation of this flap is simple until dura mater is encountered. Here a cleavage is made in the fibrous tissue between the skin and subjacent bone or dura mater as the case may be. In these cases there is usually a good deal of dura exposed, and practicallv always the lateral sinus. The cleavage is made with the 19 399 I I blunt edge of a dissector. I use an ordinary tonsil dissector after the manner of opening an envelope with a round lead pencil, occasionally giving a touch with a scalpel if the tissue is particularly tough. The fistula is isolated above, behind and below in this manner, as shown in fig. 2 . It is now adherent to the posterior wall of the cartilaginous meatus anteriorly. The next step is the cutting free of the fistula at its apex. The cut apex is grasped with forceps and dissected from the posterior meatal wall as bigh as is necessary. It now hangs free as a cone as shown in fig. 3 .
A Korner flap is cut in the posterior meatal wall and stitched to the anterior wall or lip of the fistula by a mattress suture. The dissected fistula is now turned FIG. 5. inside out, as shown in the small diagram in fig. 3 . By this mancouvre, the raw surfaces of the fistula are easily approximated and there is plenty of tissue to stitch and repair what was the fistula.
The mastoid cavity is then inspected and whether a radical (or modified radical) operation is done will depend on the circumstances of the case.
The cavity is packed with iodoform gauze wrung out in 1-1500 acriflavine and the original incision is stitched up without any strain on the stitches in the area of repair. Fig. 4 shows the flap returned to position. The everted sinus appears as a cone and in front of it is a small pad of gauze to take the strain of the mattress suture of the Korner flap. Fig. 5 shows the same case as fig. 1 , eleven days after operation.
Three Cases of Conservative Mastoid Operation with Temporal Muscle Graft.-W. A. MILL, F.R.C.S.
(1) J. A., a boy, aged 6 years. For some years had left otorrhcea, which continued despite removal of tonsils and adenoids and treatment by drops and ionization.
Operation February 4, 1929, by Mr. Mollison.-Pus in cells, and granulations and pus in antrum; outer wall of attic and incus removed and muscle graft inserted. Result: hearing improved, no discharge.
(2) M. B., a girl, aged 10 years. For eight years had right otorrhcea, which continued despite local treatment and removal of tonsils and adenoids.
Operation May 27, 1929, by Mr. Mollison. Pus and granulations in antrum and in a few cells at the tip of the mastoid. Schwartze's operation with muscle graft. Result: hearing better. Discharge: none noticed; on examination-a trace.
(3) A. C. a girl aged 6 years. For some years had left otorrhoea, which continued after local treatment and removal of tonsils and adenoids.
Operation, March 18, 1929.-Pus and granulations in antrum. Many small cells containing clear fluid. Outer attic wall removed and the incus (the long process of which was missing) taken out. Muscle graft inserted. Result: hearing slightly better. Discharge used to pour out, now none runs out, but a trace appears on mopping.
I wish to thank Mr. Mollison for allowing me to show these cases as they have all been under his care at Guy's Hospital.
The procedure as adopted in two of them (1 and 3) is as follows: After a Schwartze operation has been performed, the outer wall of the aditus is removed to expose the incus. As a rule, bone has to be chipped off the postero-superior meatal wall (from the antral aspect). The incus is then removed because it is so frequently *diseased (sometimes it is absent) and to allow of drainage from the region of the aditus and attic. The bridge is not removed.
.The cavity is cleaned with hydrogen peroxide and then packed with gauze soaked in spirit. The muscle graft is cut in the way described by Mr. Kisch at the Summer Meeting, 1928.1 By extending the incision about half an inch upward, and by retraction of the superficial tissues, as large a piece of temporal muscle as possible is cut and left attached anteriorly. The temporal fascia over this attachment is divided and sometimes a few fibres of the muscle-the aim being to get the cavity filled by muscle which lies easily without any tension.
The wound is then sewn up. If there has been much bleeding, a small piece of rubber-glove drain is left in the upper part of the incision for twenty-four or forty-eight hours. A tight bandage is then applied to stop the formation of a hasmatoma.
Dressing is reduced to a minimum and is practically painless ; it consists of mopping-out the meatus and the installation of alcohol drops. The stay in hospital has been shortened and in several cases has been as short as ten days.
Results.-The muscle graft has been used in fifteen cases of chronic suppuration.
In ten cases treated in the manner described (with removal of the incus) the ear is now dry in six (three of them being adults). Of these, three hear better than before, while in two there is no change and in one no report as to the hearing. In one of the four unsuccessful cases the ear was dry for about three weeks after the patient left hospital, but now discharges freely. In another a radical operation ha
